Background The objectives of this study are to explore the effects of the new 1996 guidance requiring explicit demonstration of competencies on the nature of successful MFPHM Part II reports, how successful candidates claimed competency areas in their two reports and the effects of the subject areas of the report on the speci®c competencies claimed.
Introduction
Part II submission for the examination for the membership of the Faculty of Public Health Medicine forms an essential part in the assessment of training in public health medicine and often constitutes an essential core of the repertoire of the service or research work for the public health physician. Candidates for the Part II examination are required to submit two pieces of public health work. 1 With the increasing importance of competency-based medical education in recent years, a survey was conducted amongst Part II examiners and representatives of the Trainee Members Committee of the Faculty of Public Health Medicine. 2 This survey showed a high degree of consensus amongst respondents on the skills that should form core competencies for the Part II examination. These competency areas were introduced in the Part II examination from autumn 1996. Taking the two reports together, each candidate must demonstrate and discuss the following areas of competency in the practice of public health medicine:
(1)assembling and interpreting relevant knowledge on a particular topic from a critical literature review and other sources (Literature review); (2)describing the state of health of a population using appropriate approaches (epidemiological and/or others) to the assessment of health care needs (Health needs assessment); (3)obtaining and using the information required to plan the provision of health services or other activities aimed at in¯uencing health (Planning); (4)evaluating the effectiveness and ef®ciency of health services or other activities aimed at in¯uencing health (Effectiveness).
The candidates must state explicitly which competencies each report demonstrates. In addition, in each report, the candidates must demonstrate their contribution as physicians in public health, by describing explicitly the ways in which the work presented has been in¯uenced by the candidates' clinical experience. Although these new regulations had been carefully considered before their implementation, many trainees and trainers expressed anxiety in regional meetings about how these new requirements would be applied by the examiners in practice. They felt uncertain about the suitability of different pieces of work for Part II submission, as failure to demonstrate a competency would inevitably mean failure in passing the examination. It is unclear whether the introduction of these extra requirements would signi®cantly affect the nature of the Part II submissions, in terms of the subject areas, methods used and the sources of information. It is also unclear what the best combination to claim the competency areas in the two reports is from the candidate's perspective. Trainees are often advised that success is more likely if the four competencies are addressed by limiting the competencies demonstrated to only two in each report, and that there is nothing to be gained by trying to demonstrate each competency in more than one report.
3
By analysing the abstracts of successful Part II reports, the ®rst objective of this paper is to explore the effects of the introduction of the 1996 examination requirements on the nature of successful Part II submissions. The second objective is to investigate practical aspects of how successful candidates claimed competency areas in their two reports and the effect of the subject areas of the report on the speci®c competencies claimed. These issues are likely to be of interest to trainees, trainers and examiners.
Methods
The Faculty of Public Health Medicine Part II Abstracts Database was formally launched in July 1999 and can be accessed freely via the Internet. 4 It contains abstracts for all candidates who passed the examination from January 1996 to January 1999.
The entire database was studied. For the comparison of reports submitted under the 1992 guidance with 1996 guidance, the reports were used as units of analysis. For investigating the combination of competency areas claimed in each report, the candidates were used as units of analysis. The following information was extracted for each abstract:
(1)Region ± There are 17 regions within the British Isles. All submissions outside the British Isles are grouped into one region. (2)Year of abstract ± 1996, 1997, 1998 or 1999. (3)Guidance ± 1992 (old regulations) or 1996 (new regulations). (4)The competency areas claimed ± only for abstracts examined under 1996 guidance. (5)Format of abstract ± whether the abstract was written in free or structured form. (6)Level at which work was done ± national, regional, district level, or whether it was done overseas. (7)Main subject. A selection of abstracts were studied, and the subject area was categorized according to the candidate's stated main aim for the work. Subject areas were found to fall into following categories: (a) audit, putting research into practice or continuous medical education; (b)communicable disease surveillance or control, or immunization policy; (c) organization of health services so that effective health care can be delivered; (d)evaluating the effectiveness of clinical treatment; (e) evaluating the effectiveness of preventive measures, e.g. screening, smoking cessation; (f) measuring prevalence or incidence; ®nding out characteristics of subgroups of population; (g)environmental issues, e.g. managing a chemical incident or investigating suspected environmental problems. (8)Methods used and sources of data. After studying a selection of abstracts, it was found more appropriate to combine methods used and the sources of data into a single variable.
Although most reports use a combination of methods and sources of data, only the main method and source of data were recorded. The abstracts were found to fall into the following categories: (a) description of an implementation process, e.g. implementing national guidelines locally; (b)descriptive epidemiological method, mainly use of routinely collected data or case notes; (c) formal qualitative methods, e.g. focus groups, structured interviews; (d)prospective cohort study (not randomized); (e) case±control study or retrospective study without control; (f) randomized control study; (g)stand-alone literature review (not formal systematic review); (h)stand-alone formal systematic review; (i) survey of health professionals; (j) planned cross-sectional study; (k)questionnaire survey of patients or carers.
The data were entered and analysed using SPSS 8.0.
Results

Comparison of reports submitted under 1992 guidance and 1996 (competency-based) guidance
Out of 387 abstracts in the database, information was missing in 15 abstracts. The 372 abstracts analysed were submitted by 194 candidates ± information was available for only one of the two reports for some candidates. Out of the 372 abstracts analysed, 159 abstracts were submitted under 1992 guidance and 213 abstracts were submitted under 1996 guidance. The number of reports abstracted in 1996, 1997, 1998 and 1999 were 128, 98, 105 and 41, respectively.
The format of the abstract and the level at which the work was done for reports submitted under 1992 and 1996 guidance are shown in Table 1 . The proportion of abstracts in the structured format was signi®cantly higher for those under the 1992 guidance (50 per cent) than for those under the 1996 guidance (80 per cent; x 2 35:94, df 1, p < 0:0005). There were no signi®cant differences amongst reports submitted under 1992 and 1996 guidance in the proportion of reports on work performed at national, regional or district level. Overall, the proportions of reports on work performed at district, regional, national and overseas were 81.2 per cent, 6.7 per cent, 7.3 per cent and 4.8 per cent, respectively.
The subject areas for reports submitted under the 1992 and 1996 guidance are shown in Table 2 . There were no signi®cant differences in the proportion of reports on each of the subject areas between those submitted under 1992 and 1996 guidance (x 2 test, p > 0.05). The proportion of reports on communicable disease surveillance, control or immunization policy was lower for 1996 guidance (13.1 per cent) than for 1992 guidance (18.2 per cent), but the difference was not statistically signi®cant.
The methods used for reports submitted under 1992 and 1996 guidance is shown in Table 3 . On the whole, there were no striking differences between reports submitted under the 1992 and 1996 guidance. However, the proportion of reports using mainly case±control or retrospective study was signi®cantly lower under 1996 guidance (7.0 per cent) than 1992 guidance (16.4 per cent; x 2 6:38, df 1, p 0:012) The proportion of reports using mainly descriptive epidemiological methods and routine data was higher under 1996 guidance (41.8 per cent) than 1992 guidance (28.9 per cent), although the difference was not statistically signi®cant (x 2 3:09, df 1, p 0:079).
Competency areas claimed for candidates submitting reports under 1996 competency-based guidance
There were 100 candidates who submitted their reports under 1996 guidance and for whom information was available on both reports. The combination of the number of competency areas claimed in each report is shown in Table 4 . Only 39 candidates limited the number of competencies claimed in each report to two. (It should be noted that two candidates in this category repeated a competency and offered the missing competency in the general oral.) Eighteen candidates claimed one competency in one report and three in the other. At least 39 candidates claimed at least one identical competency area in both reports. Four candidates claimed all four competencies in both reports.
To explore the factors leading to these different strategies, the sum of the number of competencies in the two reports was analysed according to the candidate's region. It was found that overall, there were no striking differences in the proportion of candidates who claimed at least one identical competency area in both reports amongst the regions.
To explore which competency areas were most commonly repeated, the numbers of candidates who claimed each of the four competency areas in none, one, or both reports are shown in Table 5 . The most popular competency area to be claimed in both reports was health needs assessment (43 per cent), followed by literature review (36 per cent), planning (23 per cent) and effectiveness (21 per cent). Table 4 The number (with percentages given in parentheses) of candidates under 1996 guidance with the combination of the number of competencies in the two reports Table 5 The number of candidates under 1996 guidance who claimed each of the competencies in none, one or both of the reports None  0  1  2  2  One  64  56  77  75  Both  36  43  21  23  Total  100  100  100  100   Table 6 Number (with percentages given in parentheses) of reports under 1996 guidance in each subject area claiming each of the competencies 
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Sum of the number of competencies in the two reports Combination Number of candidates 3 1 and 2 4 (4) 4 2 and 2 39 (39) 1 and 3 18 (18) 5 2 and 3 12 (12) 6 3 and 3 5 (5) 2 and 4 6 (6) 7 3 and 4 12 (12) 8 4 and 4 4 (4) Total 100 (100)
Literature review Health needs assessment Effectiveness Planning
Subject areas Literature review Health needs assessment Effectiveness Planning
Audit/putting research into practice/CME 9 (39) 13 ( To explore how successful candidates exploit certain subject areas in demonstrating competency areas, an analysis of the number and percentage of reports in each subject area claiming each of the four competencies areas is shown in Table 6 . A total of 213 abstracts were analysed. Although there are some variations in the proportion demonstrating each of the competency areas amongst reports on different subject areas, each of the competency areas was demonstrated by a signi®cant proportion of reports in each of the different subject areas.
Discussion
It is important to ensure that appropriate pieces of public health work are not excluded by competency-based requirements in MFPHM Part II examination, and that it is practicable to demonstrate the competency areas in the two reports. Overall, this study does not show any major differences in the nature of the Part II reports before and after the introduction of the new regulations. This is reassuring, as the introduction of competency-based requirements merely intends to make explicit the skills that examiners expect the candidates to demonstrate in their reports.
Minor changes are observed. First, there was a statistically non-signi®cant reduction in the proportion of communicable disease or immunization policy reports. This may be accounted for by the relative dif®culty in demonstrating competency in health needs assessment. Second, there are more reports using routine data and descriptive epidemiological approach and fewer using case±control reports or retrospective studies. This may be because the former approach lends itself more easily to the demonstration of the`health needs assessment' and planning' competencies. An alternative explanation is that compared with the 1992 guidance, the new competency-based guidance was aimed at pieces of service work rather than academic work. Third, a signi®cantly higher proportion of abstracts submitted under 1996 guidance were structured. One explanation is that the need to ensure that the competencies are satis®ed directs the candidates to think in a more logical fashion.
In spite of the general advice to limit the competencies demonstrated to only two in each report, a signi®cant proportion of candidates claimed the same competency areas in both reports. The reason for this is unclear, as there are theoretically no apparent advantages from the candidate's perspective. If the candidate fails the report, s/he must demonstrate in the resubmitted report all the competencies claimed in the previously unsuccessful report. The fact that there were no striking differences in the proportion of candidates who claimed at least one identical competency area in both reports amongst the regions suggests that the strategies employed were the choice of individual trainers and trainees rather than advice given by the regional committees. A few candidates chose to demonstrate one competency area in the general orals, but the rule allowing this choice has been discontinued.
More candidates demonstrated a competency area in both reports for`literature review' and`health needs assessment' than in`effectiveness' and`planning'. This suggests that it may be more dif®cult to demonstrate the latter two competency areas than the former two. When the new regulations were ®rst introduced, there was anxiety that it might be dif®cult to demonstrate some competency areas in certain areas of public health work. It is reassuring to ®nd that candidates were able to demonstrate all the competencies in most areas of public health work. The competency requirements did not appear to limit the range of work performed by candidates.
I acknowledge that only the abstracts and not the full Part II reports were studied, and that this might affect the recording of the subject areas and methods in a minority of cases. All the submissions under the 1992 guidance that appear on the database studied were resubmissions, and may not be representative of all submissions under 1992 guidance. I am also aware that as a variety of methods are often used in Part II projects, there may sometimes be a subjective element in placing a Part II report into a subject area and method category. Nevertheless, this is the ®rst study of MFPHM Part II reports, and I hope that trainees, trainers and examiners may ®nd it useful.
